Background: Form-stable 410 implants have the potential advantage of maintaining their anatomic form thanks to the cohesiveness of the gel. Furthermore, Biocell texturing appears to maximize adhesion and to allow for implant immobility. Objectives: To compare the rate of reoperations for transaxillary and periareolar approaches for breast augmentation. Methods: This retrospective study consisted of 373 patients with a 5-year follow up. Patient demographics, self-perception and esteem, surgical technique, and implant characteristics were documented. The reasons for reoperation for both approaches were reviewed. Results: Transaxillary breast augmentation was used in 302 patients (81%) and periareolar breast augmentation in 71 patients (19%). In the axillary group, 210 had subfascial placement (69.5%), and 92 patients had submuscular placement (30.5%). In the nipple-areolar complex group, 50 were subfascial (70.4%), and 21 were submuscular (29.6%). The reoperation rate for the patients operated on during this time and followed for 5 years was 11% (8 patients) for the nipple-areolar complex approach and 8.3% (25 patients) in the axillary group. Capsular contracture grade III or IV were the main causes for reoperation for any technique (4.2% nipple-areolar complex vs 3.3% axillary). Other reasons were implant rupture, seroma, infection, implant malrotation, implant malposition, and rippling. Conclusions: The rate of reoperations was similar to those described in the literature for this type of implant. There were no statistically significant differences between the various techniques, although the reoperation rate was significantly higher when a periareolar subfascial technique was used.
In total, 428 patients were treated in this period, and 373 patients received Style 410 implants. There were no other exclusion criteria applied. The transaxillary technique was used in 302 patients (81%) and the periareolar in 71 patients (19%). A written consent form was acquired from all patients, and the guidelines of the Declaration of Helsinki were followed.
The following data were analyzed: demographics; incision, plane, model, and volume of the implant; patients who needed a reoperation due to any complication during the first 5 years after the initial procedure (ie, capsular contracture, rupture, malposition, seroma, or infection); and the Multidimensional Body-Self Relations Questionnaire (MBSRQ) (available as Supplementary Material at www. aestheticsurgeryjournal.com) 5 before the operation and 1 year postoperatively. The test was always given during the follow-up in the office. The questionnaire, comprising 45 items, evaluates 4 psychometric factors: (1) subjective importance of corporality (ISC); (2) fitness-oriented behavior (COMF); (3) self-assessed physical attractiveness (AFA); and (4) caring for one's external appearance (CAF). The questionnaire also collected the type of procedure (ie, breast augmentation) and age, but was anonymous (no identification).
This study was not based on the follow-up of the patients, but, rather, on how many returned to the office and were reoperated on because of a problem during a period of 5 years after the initial procedure. All patients returned for the 12-month follow up visit and after that, advised to come back in case they had any problem. If the study had looked at the rate of complications, these would have been based on the follow-up visits.
Statistical analysis was performed with free software R 3.0.0 (R Foundation for statistical computing, Vienna, Austria). Statistical significance for the demographics was studied with the Welch T test for comparison of means. For the MBSRQ, we calculated descriptive statistics for each scale before and after and compared them using the t test for paired means comparison and a boxplot graph. For the remaining comparisons, the Fisher exact test was used due to the low number of samples; the level of significance was established at P < .05.
Surgical Techniques
During the consultation, the patient was asked about her expectations regarding her bra size. They were examined in the standing position, and the main anthropometric data were recorded: weight, height, distance from the sternal notch to the inframammary fold (SN-IMF), distance from the nipple to the inframammary fold (N-IMF), width of the breasts (diameter at the transverse axis), and pinch test (measured at the upper medial quadrant). For a better estimation of volume, a bra with external sizers was used. The implant was chosen considering all these items. The pinch test measured at the inner upper quadrant of the breast determined the plane for placement of the implant. Subfascial placement was performed for patients with a pinch greater than or equal to 2 cm. The submuscular technique was selected if the pinch test was less than 2 cm. The patient chose the incision to be used, namely, transaxillary or periareolar.
On the day of the surgery, markings were made in the standing position with the arms abducted by 90°. The inframammary fold, midclavicular line, and midsternal line from sternal notch to umbilicus were drawn. A perpendicular line was depicted from the nipple to the midline. Six to seven centimeters caudally from the intersection of these lines, the level of the new inframammary fold was set, which depended on the length of the vertical diameter of the chosen implants.
All operations were performed under general anesthesia. A dosage of antibiotic (amoxicillin/clavulanic or cephalosporin) was administered 30 minutes before the induction. The skin was prepped with povidone iodine scrub.
Periareolar Approach
The incision was made at the periareolar margin, and the breast tissue was severed down to the level of the pectoralis muscle. Then, either subfascial or subpectoral pockets were generated with electrocautery. If a submuscular pocket was chosen, the caudal fibers of the muscle were sectioned. After checking for hemostasis, a number 8 suction drain was placed, and the implant was inset. Before placement of the implant, the nipple-areola complex and gland were cleansed with povidone iodine, and the main surgeon changed his/ her gloves (powder-free). The implant was also soaked in povidone iodine. After proper placement of the implant and checking for symmetry with the patient sitting upright on the table, the gland and skin were closed.
Axillary Approach
The incision was made at the highest crease of the axilla. A subdermal tunnel was made until reaching the lateral border of the muscle. The dissection was deepened here until the pectoralis fascia was observed. If a subfascial technique was performed, the fascia was incised and separated from the muscle with Metzenbaum scissors. A light retractor was placed, and the fascia was separated from the muscle with a Dingman-like blunt dissector. The caudal attachments of the fascia (which coincided with the distal edge of the muscle) were avulsed until reaching the proposed new inframammary fold. If a submuscular pocket had to be made, the space between the pectoralis major and minor was reached and the caudal attachments of the pectoralis muscle avulsed with the dissector. The medial attachments of the muscle to the ribs were sectioned with electrocautery to perform a Type 1 dual plane.
Packing with wet gauze was used inside the pocket; subsequently, the dissection of the contralateral pocket was made. The hemostasis was checked with a light retractor. Endoscopy was rarely used-only in those cases where the distance from the axilla to the most caudal aspect of the pocket was longer than the long electrocautery needle. Subsequently, an inflatable anatomic sizer was used to check the volume and symmetry. The axillary incision and the implant were cleansed with povidone iodine. Two Langenbeck retractors were used to maximally open the incision and place the implant. A number 8 suction drain was used, and the incisions were closed.
RESULTS

Demographics
All patients were female. The mean age for the periareolar group was 31 years (range, 18- Table 1) . The difference between both groups were not statistically significant (P = .44).
Regarding the comorbidities found in our series (Table 1) , the only significant difference was found with diabetes, which was more frequent in the periareolar group than in the transaxillary group (0.82% vs 0, P < .05).
Technique
We used either axillary (302 patients, 81%) or nipple-areolar complex (71 patients, 19%) approaches. The implant was placed either under the fascia (260 patients, 69.7%) or partially subpectoral, ie, submuscular (113 patients, 30.3%). The distribution of the combined techniques (incision plus plane) was as follows: transaxillary subfascial placement in 210 cases (56.3% out of the total, 69.5% out of axillary group) (Figure 1 ), transaxillary submuscular in 92 patients (24.6% out of the total, 30.5% out of the axillary group) (Supplementary Figure 1) , periareolar subfascial in 50 cases (13.4% out of the total, 70.4% out of the nipple-areolar comlex group) (Supplementary Figure 2) , and periareolar submuscular in 21 patients (5.6% out of the total, 29.6% out of the nipple-areolar complex group) (Figure 2 ). Tables 2 and 3 summarize the overall distribution and breakdown by age for the implant volumes (transaxillary and periareolar, respectively). Implants with a volume between 201 and 300 cc were the most used-the same in the periareolar group (53.5%) as in the transaxillary group (48.8%). The following most commonly placed implants were between 301 and 400 cc (37.3% for the periareolar group and 41.9% for the transaxillary group). The implant most frequently used (median) in both groups measured 295 cc. There were no significant differences between the 2 surgical approaches considering either the left breast (P = .44) or the right breast (P = .76).
Implant Distribution
Patient Satisfaction
All patients completed the MBSRQ preoperatively and 1 year after the procedure. The mean score for subjective importance of corporality was 3.52 (range, 2.57-04.37) preoperatively and 3.72 postoperatively (range, 2.74-5) (P < 0.001). For fitness-oriented behavior (COMF), the preoperative mean score was 3.37 (range, 1.14-4.86), and the postoperative mean score was 3.70 (range, 1.71-5) (P < .001). The mean scores for self-assessed physical attractiveness (AFA) were 3.12 (range, 1.33-4.33) before the operation and 3.69 (range, 2-5) after the procedure (P < .001). Finally, regarding caring for one's external appearance (CAF), the preoperative mean was 3.97 (range, 2.8-4.8), and the postoperative mean was 4.06 (range, 3-5) (P = .094, not significant). Overall, the self-assessment of the body image (MBSRQ) was statistically improved after the breast augmentation (P < .001). 
Causes for Reoperation
Thirty-three patients (8.9%) were reoperated on during the first 5 years after the breast augmentation: 8 out of 71 patients (11.26%) with periareolar breast augmentation; in the transaxillary group, the rate for reoperation was 8.3% (25 patients). Figure 3A shows the Kaplan-Meier survival rate for reoperation for all causes. Until 1 year, there was a 98.4% survival to reoperation. Up to 5 years, it was 91.5%. There was no significant difference between incisions (P = .69) ( Figure 3B ). The main cause for reoperation in both groups was capsular contracture Baker III/IV (Table 4) .
Combining incisions and planes (Table 5) , the following patients needed reoperations: 13 out of 210 with transaxillary subfascial placement (6.2%), 12 out of 92 with transaxillary submuscular placement (13%), 8 out of 50 with periareolar subfascial placement (16%), and no cases with periareolar submuscular placement (21 patients). Considering the whole number of patients, there was no significant difference when comparing incisions (axillary vs nipple-areolar complex, P = .12) or planes (subfascial vs submuscular, P = .1) (Table 6 ). However, when statistically comparing the number of reoperations considering the combination of incision and plane of placement, the number of reoperations using the subfascial plane was significantly higher (P < .05, P = 0) in the nipple-areolar complex vs the axillary approach and higher in the transaxillary submuscular (13%) technique than in the transaxillary subfascial procedure (6.2%) (P < .05, P = .03). There was no statistically significant difference between the periareolar subfascial (16%) and periareolar submuscular groups (0%) (P = .07). The difference between periareolar (0%) and transaxillary (13%) incisions with the implant in the submuscular plane was also not significant (P = .09), but this was probably due to the low number of patients treated with implants through the nipple-areola complex and under the pectoralis muscle (n = 21).
Capsular Contracture
Ten patients (3.3%) with the transaxillary approach needed a reoperation due to capsular contracture Baker III/ IV. Seven patients out of these 10 had subfascial placement, and in 3 patients, the implant was placed under the muscle. In the periareolar approach, we had 3 cases (4.2%), all of them under the fascia. Although the subfascial plane (4%) was more prone than the submuscular plane (2.7%) to capsular contracture, the difference was not statistically significant (P = .21). Comparing incisions (P = .23) or techniques (axillary subfascial (axsf) vs axillary submuscular (axsm), P = .23; areolar subfascial (arsf) vs areolar submuscular (arsm), P = .35; axsf vs arsf, P = .19; axsm vs arsm, P = .54), the differences were not statistically significant.
Ruptures
Four patients were reoperated on due to implant rupture: 3 patients with the transaxillary submuscular technique (3%) (29 years old, rupture at 4 years, left side, FM350; 52 years old, rupture at 3 years, left side, MF335, and with a siliconoma in her left axilla; 33 years old, rupture at 5 years, MM320, right side) and 1 patient with periareolar subfascial augmentation (2%) (38 years old, rupture at 3 years, MF335, right breast). The number of ruptures in patients with an axillary approach and submuscular placement was significantly higher (P < .05, P = .03) than in those with axillary subfascial implants.
All implants ruptured were within the range of 301 to 400 cc. There was no significant difference compared with the group with implants >400 cc (P = .47), but there was a significant difference compared with the group of implants below 300 cc (P < .05).
Seroma
There were 3 reoperations for seroma in patients with transaxillary augmentation (1%): 2 in patients who received subfascial implants (0.95%) and 1 in a patient who opted for the submuscular technique (1%) (not statistically significant, P = .2). The first patient, at 4 years after transaxillary subfascial augmentation (36 years old, MF375, right breast), was treated with implant removal and reconstruction with fat grafting (Supplementary Figure 3) . The second patient, at 4 years after transaxillary subfascial augmentation (28 years old, MX370, left breast), was treated with drainage and implant removal and exchange. The third patient, 2 years after augmentation with a submuscular implant (28 years old, MF375, left breast), was treated with drainage only.
Implant Rotation
Four patients had to be reoperated on due to implant rotation: 3 in the axillary group (1%) and 1 in the nipple-areolar complex group (2%). Two patients with the transaxillary approach had the implant under the fascia (0.95%), and 1 patient had the implant under the muscle (1%) (P = .44, not statistically significant). The patient in the nipple-areolar complex group who experienced implant rotation also had subfascial placement.
Other Causes
Within the periareolar subfascial breast augmentation group, 1 patient was operated on due to rippling (2%); another patient, a diabetic, was operated on due to acute infection by Staphylococcus aureus (2%); and 1 patient (2%) was operated on due to implant malposition (high inframammary fold). In the transaxillary approach, 2 patients with subfascial implants had late infection (0.95%); moreover, 2 patients with submuscular implants were reoperated on due to dynamic breasts (2.1%), and 2 patients (2.1%) were reoperated on due to implant malposition (breast asymmetry due to high folds).
DISCUSSION
The apparent advantage of the so-called form-stable implants is their capacity to maintain form thanks to the cohesiveness of the gel. This construction serves to minimize possible complications. However, the expression "formstable," though useful, is not exact. Weum et al 6 demonstrated that Style 410MM implants maintained their maximum projection in the lower pole regardless of the position of the patient, although rippling was produced in the prone position. Whether this rippling is clinically significant will depend on the tissue coverage present. Our preferred technique is subfascial placement of the implant (69.7% of the patients), but we try to avoid it in cases with pinch test results of less than 2 cm. In the period covered in this report, fat grafting was rarely used. However, now it is a routine procedure to correct asymmetries and an adjuvant therapy in patients with pinch test results between 1.5 and 2 cm and scheduled for subfascial augmentation. 7 The number of reoperations due to visible rippling was very low: only 1 case out of these 260 patients with subfascial implants. This supports the assumption that proper technique selection is the best way to prevent problems. The Figure 3 . (A) Kaplan-Meier survival analysis curve demonstrating the rate of reoperation for all cases including both approaches. Please note that in this graph, the y-axis has been truncated to the interval (0.8, 1) to better appreciate the curve because the survival rate is very high. At 1 year, there was a 98.4% survival to reoperation. At 5 years, it was 91.5%. (B) Kaplan-Meier survival analysis curve demonstrating the rate of reoperation for the periareolar and transaxillary techniques. There was no significant difference between the techniques (P = .69, log rank). thickness of the pectoral fascia at the upper site is between 0.106 to 0.229 mm (mean thickness, 0.144 mm) and from 0.137 to 0.279 mm (mean thickness, 0.163 mm) at the lower site. 8 The pocket is much easier to dissect under the fascia from the axilla than from the nipple-areola complex.
Four patients needed a reoperation due to implant rupture. Overall, this is a 1% rate for all Style 410 implants in our series. However, 3 of the ruptures occurred in patients with submuscular placement through the axilla (P < .05). Considering that within the transaxillary subfascial group there were no ruptures, it could be concluded that the incision is not relevant for this complication. The implant was placed in the same way for subfascial and submuscular techniques through standard maneuvers, squeezing the implant through the tunnel created by 2 Langenbeck retractors. However, the plane of placement could play a role. The hypothesis is that the shearing forces produced by the muscle over the inherent rippling of the implant could be the cause of some early ruptures. Some factors associated with implant rupture would include excessive force on the chest produced in certain circumstances, such as closed capsulotomy, trauma, mammograms, or severe capsular contracture. In round prostheses studied due to rupture, the most common cause of damage appears to be sharp instruments (51%-64%), followed by fatigue or damage not caused by instruments (35%-57%). 9 The reported rupture index for Style 410 prostheses is between 5% 10 and 1.7%. 11 If trauma during insertion was a significant issue, we would have expected more ruptures in patients with the largest implant volumes. However, ruptured implants were within the range of 301 to 400 cc, and there was a statistically significant difference with implants below 300 cc but not with implants above 400 cc. We do not have an explanation for this finding. Indeed, as it is not possible to completely exclude the possibility of trauma during surgery, since 2013, we have introduced the Keller funnel to place the implants and reduce any potential trauma.
Texturing was created to mimic micropolyurethane implants and to facilitate adherence to tissue. This characteristic is especially important in form-stable prostheses, as adherence prevents implant rotation. The incidence of rotation for Style 410 implants varied by author: Jewell and Jewell 12 reported an incidence of 1.7% in 118 patients with Style 410 prostheses placed by the submammary fold in a submuscular position, and Maxwell (2.4%) and Lista 13 reported an incidence of 5.2% in 440 patients with implants in a subglandular position with inframammary incision. In our series, the reoperation rate due to rotation was 1% (4 patients). Three of these events occurred in patients with subfascial placement (P < .05).
Seroma is another complication that we could consider as well as a "pathology for adherence." In the results of the CORE study of 410 implants, at 6 years, 10 the percentage of seromas was 1.4%, although it did not differentiate between early and late seroma. For Lista et al 13 the total incidences of seromas in their 440 patients were 2% for early seromas and 1.4% for late seromas. We had 3 seromas in our series (0.8%). Like other authors, 14, 15 we believe that the appearance of seromas is of mechanical origin. All women recounted similar histories: an increase in the size of the breast with pain upon waking up in the morning, which suggests that a change in sleeping position produces friction trauma with detachment of the sheath of the implant tissue. This trauma leads to the production of inflammatory fluid. Because seromas and double capsules appear very late post-surgery, we do not share the opinion of other authors 2 who seem to link this problem to a deficient technique related to the size of the pocket, the biofilm, the use of drains, or patient activities after surgery. Our data suggest that the implant interaction with the surrounding tissue explains some of the complications. Rotation and capsular contracture are more common in subfascial placement, but seroma and ruptures are prevalent for submuscular implants. The pressure exerted by the muscle would prevent movement and would maintain tightness over the implant, which would prevent rotations (but favor displacement and dynamic breasts) but would be responsible for more stress on the shell (seroma, rupture). However, the laxity of the subfascial pocket would be responsible for less adherence and, hence, rotations-and possibly capsular contracture.
Capsular contracture grade III/IV was the main cause for reoperation, accounting for 13 out of 33 reoperations (39.4%, 3.5% of the whole series). The higher rate was for patients with periareolar subfascial implants (6%). Although there was no statistically significant correlation, there is some relationship between the incision (nipple-areola complex) and ; for mainly subpectoral breast augmentation, Maxwell et al 10 and Heden et al 17 reported an incidence of 4.6% and 5.6% at 6 years, respectively. Lista 13 reported an incidence of capsular contracture (Baker III and IV) of 1.8% using subglandular Style 410 implants.
Most authors agree on several key aspects concerning reducing the rates of complications and, especially, reoperations: choosing the right implant according to the patient's measurements, atraumatic and bloodless dissection of the pocket, a "fit in glove" technique, and control of the submammary fold. 1, 2, 12, 18, 19 Therefore, authors generally recommend the use of the inframammary incision. In a review of core studies 20 encompassing 4412 patients, an inframammary incision was used in 87% of patients, a periareolar incision was used in 11.4% of cases, and an axillary incision was used in 1.5%. Partial subpectoral placement was the most common (82.9%). There are no data on subfascial placement, and subglandular placement was used in 13.8% of patients. Anatomical prostheses were used in 89.7% of cases. Based on the data, it follows that fewer complications occur with an inframammary incision, in the subpectoral position, with textured prostheses (round or anatomical). The axillary incision seems to be linked to more complications, but this relationship might specifically be due to its limited use and the lack of surgeon experience (132 patients with axillary incisions vs 7526 with inframammary incisions). However, the CORE studies are limited to a very specific geographic area and do not reflect the experiences of other centers worldwide, whose practices and results can be very different. Many surgeons are uncomfortable with the axillary technique and do not familiarize themselves with it. 21 It has not been convincingly demonstrated that one incision is better than another; it is very possible that surgeon experience is key in this regard. Stutman et al 3 compared 3 incisions in their casuistry and concluded that the axillary incision was more prone to capsular contracture (1.6% vs 0% with periareolar and 0.9% with inframammary incision). The authors of that study used an inframammary incision in 70.8%, a periareolar incision in 9.5%, and an axillary incision in 19.7% of their patients. By contrast, in the same year, Jacobson et al 5 failed to reproduce the same results, with no significant differences between the 3 incisions (also favoring inframammary incision in 62.8% vs periareolar incision in 24% and axillary incision in 13.1%). In our series, we used an axillary incision in 81% of cases and a periareolar incision in 19%. Numerous studies have shown that the axillary incision provides consistent results and a low number of complications. [21] [22] [23] [24] [25] [26] A large published series with the transaxillary approach reported rates of reoperation of 9.3%, 23 6.2%, 24 or 13.4%. 27 The causes for reoperation differ, with malposition and a request for a size change being the main reasons in some series 24, 27 and, as in ours, capsular contracture in Tebbetts' series. 23 We allow the patient to choose the incision; most prefer the axillary incision because it is hidden and there are no visible scars on the breast. The rate of reoperations with the axillary approach during the 5-year period was 8% for the axillary approach and 11% for the nipple-areolar complex incision. Although the difference between incisions is not significant regarding reoperations, when analyzing the different techniques (incision plus plane), the author found that the rate for reoperations when having a periareolar subfascial implant was higher than that for a transaxillary subfascial implant (16% vs 6.2%, P < .05). Furthermore, the rate of reoperations for transaxillary submuscular implants was higher than that for transaxillary subfascial implants (13% vs 6.2%, P < .05). The data reveal that the periareolar incision was more prone to complications, although it has not been possible to establish a clear and significant relationship. In fact, there were no complications in the nipple-areolar complex submuscular group, but this could be related to the low number of patients with this technique (5.6%).
In our series, we had an acute infection in a patient (0.25%) with 2 comorbidities, diabetes and smoking. The bacterium isolated was S. aureus. No cases of acute infection have occurred in patients with form-stable implants. However, there were 2 cases of late infection, representing 0.5% of patients. In these cases, Pseudomonas aeruginosa was isolated. In the CORE study of 410 implants, at 6 years, the infection rate was 1.7%. 10 In the last published metaanalysis 28 on the efficacy and safety of povidone in the reduction of capsular contracture, it was concluded that povidone irrigation produces less capsular contracture compared with saline irrigation (2.7% vs 8.9%), and there was no evidence that this practice harms the implant. Soaking the implant in povidone is always part of the intraoperative protocol in breast augmentation, which might the reason for such a low rate of acute infections. Late infections are probably due to hematogenous seeding and are hence difficult to prevent.
The main limitation of our study is its retrospective character. It is possible that the real incidence of complications is higher than reported herein, but our goal was to evaluate our rate of reoperations due to these causes. Therefore, the data reported in this manuscript probably do not reflect the real rate of complications, and we should acknowledge that there are patients with capsular contracture (Baker III/IV) who did not recognize their problem and did not return for advice or treatment. In our experience, patients with problems such as seroma or infection always seek medical counseling, but patients with problems such as rippling or even capsular contracture do not. We did not collect the rate of complications but the number of patients reoperated on.
We believe that the strength of this paper is precisely to show our reoperation rate, which is always a substantial concern for the patient and leads to medical and economic issues that must be adequately solved and which is a good indicator of how the different techniques (incisions and planes) performed. Some conclusions related to the best technique regarding fewer reoperations could not be clarified because the number of reoperations after periareolar submuscular augmentation was zero. Most likely, the low number of patients with this technique influenced the analysis. With more patients or with the longest follow-up, it is certain that the rate of reoperations would increase. In fact, the latest published CORE report for Style 410 implants suggests an increase of 1% at every year for capsular contracture, with a rate of 9.2% at 10 years for breast augmentation. Rupture increases to 17.7% (80.5% of the implants were placed partially subpectoral). 29 
CONCLUSIONS
The review of our study results shows that our reoperation rates are similar to other experiences reported. The transaxillary approach is safe and appears to yield fewer complications and a lower reoperation rate than the periareolar approach, although this difference is not significant. Although the incidence is very low, the subfascial placement of the implants seems more linked to problems of adherence, such as rotation and capsular contracture, and subpectoral placement with seroma implant rupture. Using the axillary approach, placing the implant under the fascia appears safer than submuscular insertion in our series, and both procedures are preferable to nipple-areolar complex subfascial insertion. In the case of choosing the periareolar incision, it is possible than submuscular placement should be favored. A longer follow-up will be necessary to answer some of the questions arising from the results of this review and to better understand the behavior of these implants. The next step for our group is to review our rate of complications, not only reoperations, for patients with breast implants for more than 10 years.
